sensitive. In contrast, association of these words for "living things and measuring systems" with "two factors" (4), namely, measurement error divided by the response per unit of stimulus, associates these terms exclusively with measured amounts of stimuli (e.g., [D] 0 (3)), a result with profound consequences. For example, using this interpretation, the terms could no longer be used in a subjective sense such as purely qualitative chemical analyses, alarms, light activated door openers, remote controls, responses of our skin to sun, etc., for which the sole function is to detect, sense, or respond to events or stimuli without in any way measuring their magnitudes (8) .
The comment related to "minimal information" (1), far from de-emphasizing the importance of "precision" (4), emphasizes the association of sensitivity with complete precision and error profiles rather than just one value ( [D]0 ) of just one factor (imprecision) that influences the error profile.
Any confusion associated with the use of sensitivity results from and resides with those who convolute the term with measurement error. By treating sensitivity and measurement error separately, the IUPAC interpretation leads to a perfectly logical conclusion that a low sensitivity coupled with small measurement error can result in a small detection limit. However, by convoluting these two factors (4), the imprecision interpretation leads to a semantic contradiction. For example, substituting the equality, sensitivity ϭ "the imprecision of the zero dose measurement ( [D]0 )" (3), into the statement ". . . maximal sensitivity is achieved when the imprecision of the zero dose measurement (i.e., [D]0 ) is least. . . " (3), yields, "maximal sensitivity is achieved when sensitivity is least". It is difficult to understand how this conclusion or replacement of "standard deviation" with another term as a quantitative descriptor of imprecision will reduce semantic confusion.
Finally, the second sentence under "Linear dynamic range" (1), should read, "If one knows the sensitivity of a method and the values of the signal or other measurement objective corresponding to the lower and upper ranges of linearity, then the concentrations corresponding to the lower and upper limits of the linear range can be computed as the quotient of each signal divided by the sensitivity". Having informed the authors of this correction, it surprising that the meaning remains unclear.
summary
The response/stimulus and IUPAC interpretations result from literal applications of explicit statements in dictionary definitions (5, 6) and the scientific literature dating to the latter part of the 19th century (1, (7) (8) (9) (10) . They do not convolute factors that are best considered separately for both subjective and quantitative uses of the terms, and they yield straightforward, unambiguous information for any situation for which response/stimulus data can be obtained.
Readers, editors, and official committees are not expected to be "intimidated" (4) by the teachings of anyone, regardless of the area of expertise. However, given that this discussion focuses on analytical systems (3), it seems reasonable that all should value the opinions of analytical chemists whose teachings do not focus on a single application but are formulated to be applicable to the widest possible range of situations. To the Editor: Trauma is a major cause of a biphasic Systemic Inflammatory Response Syndrome (SIRS), making the clinical diagnosis of infection difficult, especially during the late inflammatory phase (around day 7) (1). A biological indicator is needed to reinforce the presumption and to indicate specific bacterial examinations. Serum procalcitonin (PCT) is related to the evolution of infection in a medical setting (2) . We presently report serum PCT during the late posttraumatic phase when infections usually occur (3), and we compare the informative value of PCT to that of C-reactive protein (CRP).
Consecutive severe [Injury Severity Score (ISS) Ͼ16] and young (age Ͻ55 years) trauma patients without previous chronic disease, admitted to our Surgical ICU between January 1, 1996, and April 30, 1996, were included in the study. Each day, patients were classified as exhibiting SIRS or sepsis according to the previously proposed definitions (4) . Each patient was examined daily for the presence of infection. Blood cultures (three times a day) and urine cultures (twice a week) were systematically done in patients exhibiting SIRS, and specific bacteriological examinations were performed when indicated. Bacterial infections were defined according to the criteria of the Centers for Disease Control (5) . Blood sampling was done at day 7 for determination in duplicate of CRP and PCT serum concentrations. CRP was measured by rate nephelometry immunoassay with a Beckman Array System (Beckman Instruments; upper reference limit in our population Ͻ6 mg/L). PCT was measured by an immunoluminometric assay (LUMItest PCT, Brahms Diagnostica; normal value Ͻ0.5 g/L). Comparison between the clinical status of patients and the biological indicators was performed by the Kruskal-Wallis rank test, followed if indicated by a Mann-Whitney Utest. A P value Ͻ0.05 was considered to be significant.
Twenty-one patients were included [ages, 29 (20 -52); ISS, 27 (17-48), median and range]; one patient died at day 4. At day 7, 12 patients exhibited a SIRS; 4 patients exhibited a SIRS related to an infection (i.e., a sepsis) documented between day 5 and day 8: two bacteremic pneumo-nias (Escherichia coli and Pseudomonas aeruginosa) and two bacteremias (Enterobacter cloacae). As shown in Fig. 1 , the median values of PCT and CRP were higher during sepsis than either during SIRS or absence of inflammation. However, a clear overlapping of CRP values was observed between septic and nonseptic patients, in contrast to PCT results, because CRP was increased in 17 out of the 20 survivors whatever the clinical status.
Sepsis may lead to a lethal multiple organ failure in trauma patients, especially in cases of delayed diagnosis of infection. A secondary increase in serum PCT seems to be an adequate indicator of severe and/or bacteremic infection during the late posttraumatic SIRS, in contrast to the classical acute phase protein, CRP. Indeed CRP, is increased for at least 2 weeks after severe injury in the absence of sepsis (6) . A significant increase in PCT may justify a complete bacteriological screening (7) in trauma patients. 
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